'As first Director of the John B. Pierce Laboratory during the years 1932 through 1947, Dr. Winslow provided the initial leadership and momentum to carry out the Foundation's purposes in research, education, scientific and technical work, and to initiate the felicitous partnership between our institutions.' "I might add to Mr. Grant's welcome that the Pierce Foundation was able to assist in the research and teaching program in public health at Yale because Mr. Pierce, who was a rugged individualist and industrialist, had the foresight to write a will which enabled this type of work to be done. We are still working in this close cooperative way with Yale, so that the many scientists attracted to the Pierce Laboratory by its former Director, Dr. James Hardy, offer courses in the Department of Epidemiology and Public Health. We continue to carry on in the Winslow tradition, and are delighted to be here with you and to join in celebrating his birthday. You have heard from Yale University representing academe, from local government, and now we add the interest of industry, all to get a job done in the field of public health."
3. REMINISCENCES Dr. McCollum acknowledged that he had never had the privilege of knowing Professor Winslow personally, but that he has had the good fortune of knowing and working with many of Professor Winslow's students, colleagues, and friends who speak with warmth, admiration, devotion, and even a little emotion of their many years of close association with this great man. "Since these memories are readily shared by those who knew Professor Winslow, and since over the years I have read many of his papers and monographs, I feel that I, too, knew Professor Winslow well. And for those of you who did not have the good fortune to know the Winslows, we have invited some who did to share their memories with us." Dr. PROFESSOR HISCOCK: "This is a good community, a great University, and a happy day, marking a milestone. We are celebrating Winslow Day and rejoice in the honor and memory of Charles-Edward Amory Winslow and Anne Rogers Winslow, distinguished pioneer leaders in health care, at home and abroad. We are also honored, and our day brightened, by the presence of their distinguished daughter, Anne Winslow, well known for her magnificent achievements around the world for the benefit of mankind. We emphasize especially, since her graduation from Vassar, her impressive contributions to the Carnegie Peace Program, United Nations, and League of Red Cross Societies.
"When Principles of Sanitary Science and the Public Health [5] appeared in 1902, some fifty years after the beginning of the modern campaign for public health in America, its author, William T. Sedgwick, wrote to his former student and colleague as follows: 'My dear Winslow, You have had a hand in the making of this book by your enthusiasm and criticism. May the disciple some day surpass the Master in this subject which we both enjoy' [6] . Sedgwick's anticipation for his professional son was more than realized, with benefits for millions around the world. "I shall jump over the early years of Winslow's preparation, growth, experience, and happy marriage to Anne Winslow (herself a brilliant student of Sedgwick's), and pick up the story in June, 1914, when four members of the Lauder family wrote to Yale Secretary Anson Phelps Stokes, Jr., expressing their desire to give Yale University Medical School a sum sufficient for the endowment of a Department of Public Health and the establishment of the Anna M.R. Lauder Chair of Public Health. The Lauder family also expressed their desire that the department 'be organized and maintained according to the most modern ideas pertaining to the subject. ' "After a thorough search, Winslow was appointed the first Anna M.R. Lauder Professor of Public Health, which chair he occupied until 1948, the date of his retirement.
"For over thirty years, Winslow taught at Yale. He assisted in the development of public health in Connecticut (fulfilling thereby another wish of the Lauder family), worked diligently and without remuneration in the State, was a member of the State Public Health Council, served as a member and chairman of many health agencies and boards, and was the director of the New Haven Housing Authority. During his tenure at Yale, his assistants included I.S. Falk, M. Allen Pond, William Willard, Paul Anderson, Philip Nelbach, John H. Watkins, Leonard Greenburgh, Philip S. Platt, and Robert Jordan-all of whom grew to internationally recognized leadership positions in public health [7] . Graduate students came from far and near, several on scholarships from the World Health Organization, foreign governments, and the Commonwealth, Milbank Memorial, and Kellogg Funds. Most of them became distinguished in the evolution of the modern public health campaign.
"Winslow cooperated and collaborated with department heads, faculty, deans, and other administrative officers of the University [8] ; with state, local, and national agencies (including the United States Public Health Service, United States Children's Bureau, Connecticut State Medical Society, Connecticut Bar Association); and with governmental officials and voluntary agencies. Winslow also found time to serve as President of the American Public Health Association [9] , and as chairman of APHA's Committees on Administrative Practice [10] and of the Hygiene of Housing, the Committee on the Costs of Medical Care [11] , and the New York State Commission on Ventilation [12] .
"Another important 'event' in the life of the Winslows was the weekly, evening seminars held in the Winslow home. This was a time of enjoyment, enlightenment, and 'mind-stretching.' Imagine if you will fireplace aglow, scholarly discussion, the friendly exchange of ideas, readings from the classics and moderns-even relaxation for those who preferred to listen more than participate. And [17] .
"In the early eight years, from 1933 to 1941, I had the great pleasure and scientific stimulation of being a part of Winslow's and the Pierce's contribution to the scholarly literature [18] . All of our work covers the first ten years of the Laboratory's existence and they can even describe our principal projects today. What ever happened to our early studies of ions? Well, after two years of extensive experimenting we could find no correlation between positive or negative ions and 'comfort and well being.' As a 'biophysicist' I found myself soon in the new field of thermal physiology and the environmental sciences, which I (1958) (1959) (1960) (1961) (1962) (1963) (1964) , during which time she was elected an honorary life member.
"She was a friend of Mrs. Franklin Delano Roosevelt, Harriet Lauder Greenway [22] , and Mary Breckinridge [23] . She was a gracious hostess, and entertained dignitary and student alike with 'a cup of tea, a dainty sandwich, and sweets.' She was also 'a mother image' when a student needed special attention, and a 'true friend' when we sought her advice and counsel. "Mrs. Winslow's graciousness and inner beauty reflected her genteel background and heritage. Few women influenced so many youths, and few have left their imprint on young spirits. She made a lasting impression on everyone who was privileged to know her. She was an inspiration to me, and her warm presence has been an influence in my life. To know her was to love her." 4. MEDICAL CARE DR. MCCOLLUM: "We cannot possibly cover all of the public health disciplines to which Professor Winslow contributed [24] , and so we have chosen three which are representative of his concern, commitment, and farsightedness: medical care, the city, and international health. Our first speaker is Professor I.S. Falk [26] and, as was true of his mentor, will simply not slow down to enjoy retirement. He is not only in constant demand as a consultant and expert witness before Congressional committees, not only the chairman of the technical committee which prepared the fundamental principles and framework for the most comprehensive of the national health insurance bills currently being debated, but is the Executive Director of Connecticut's first health maintenance organization, the Community Health Care Center Plan. And, as you shall see, Professor Falk is as eloquent as he is indefatigable."
PROFESSOR FALK: "The economics of medical care-now receiving much public attention-was among the many and diverse fields in which Winslow pioneered. As early as 1915, when he was called to Yale, he was already teaching the importance for public health of dealing with economic barriers to medical care.
"By the mid-1920s, the medical care system of the country was heading toward grave difficulties from the increasing complexities of newly developing medical specializations and from rising medical costs. In 1926-27, Winslow was one of a small group of experts that organized the Committee on the Costs of Medical Care for a comprehensive five-year program of studies of national medical practices, needs and costs; and, as Chairman of its Executive Committee, he guided it throughout its course. He was grievously disappointed when in late 1932 the Committee's Final Report [27] which advocated a broad national health and medical care program came to disaster. Most of its main proposals for improvement of medical care clearly intended mainly voluntary actions of local communities. Nevertheless, disaster resulted mainly because the leadership of 'organized medicine' dissented from the Committee's recommendations for development of group practice and group payment for medical care and, instead, committed the medical organization to solo practice of physicians and to fee-for-service financing of the services.
"Later in the 1930s, when the nation was in deep economic depression and health and medical care needs far exceeded the capacities of state and local governments and of voluntary agencies, the Federal Government was compelled to assume national leadership for both community-wide and personal health services. At the National Health Conference of 1938, Winslow spoke in support of a national program which included proposals for Federal grants that would encourage broad health program developments and that would permit the states to elect either voluntary or compulsory medical care insurance systems [28] . He spoke eloquently, striving to avoid a persisting schism between those who advocated continuing professional dominance and those who sought practical achievements through collaboration of professional, non-professional, and governmental leaderships. That was the occasion of Winslow's conversion from main reliance on voluntarism to overt support of national governmental action. From that time on, he never wavered in giving active support to proposals for a substantial role for government in safeguarding and advancing the availability of medical care services for the population.
"Between 1938 and his last active years in the 1950s, Winslow supported governmental and private leaders in advocating an effective national health program, including national health insurance. But they were years of stalemate and frustration because of inability to resolve or to compromise differences among groups with conflict of interests and objectives. While stalemate persisted, the technology of medical care continued to make unprecedented progress. The organizational and economic aspects of medical care drifted steadily toward an oncoming crisis, caught up in controversy between professional insistence on controls and dominances, on the one hand, and consumer interests on the other. Nor was crisis avoided when Medicare and Medicaid were enacted in 1965, giving some help to the aged and the poor but failing to deal with the needs of most of the population who were neither the aged nor the poor, and creating new difficulties for medical care in general.
"In 1968-69, the drift had gone so long and so far that the deficiencies in medical care practice and the escalation of its costs had reached intolerable levels. The late Walter Reuther, then President of the United Auto Workers union, and his colleagues at UAW, led the organization of the Committee for National Health Insurance. It brought together about 100 leaders from many walks of life to engage in formulating a newer system of proposals to deal with the needs for the better availability of medical care and for the better performance of the medical care system. The Health Security Program which took form quickly became the leading proposal for national health insurance and invited a plethora of adapted and countervailing proposals on the Congressional stage.
"Since Walter Reuther's tragic death in a plane accident in 1970, the Health Security Program has been led by Leonard Woodcock who succeeded him as President of UAW. Here is the prototype of the best in labor union leadership which devotes itself to winning for all members of our society what it seeks for its own membership-a good life, good and safe jobs, and broad economic security, good housing for the family, with well protected civil rights and without avoidable discriminations-with health and well-being-all within the framework and the resources of our democratic society. And a leadership whose perspective does not stop at our shores but undertakes to contribute what it can to advance the well-being of people everywhere.
"Such a leader is Leonard Woodcock. His activities, at home and abroad, have heralded him not merely a statesman in labor-union leadership but also a wise national and international counsellor for the welfare of people generally. In these respects, his devotion and skillful efforts for the improvement of health services and the advancement of national health and well-being are truly in the Winslow tradition. His orientation derives not from the perspectives of the public health professional but from the deprivations and the needs of people who hope for better community and personal health services which are within our That program urged organized group medical practice and group payment of medical care costs when those ideas were both new and highly controversial. The work of that Committee and its report and recommendations stand today as a landmark for those of us who have been working for the past nine years to shape and define and help bring into being an honest and genuine national health program. It is a landmark that reminds us of how far we have come and how far we have yet to go. And with all due respect to the efforts of the men and women who have labored mightily to bring about reform under the various laws that we have seen in the past decade, I must state that it seems to me that we still have more to do than we have yet done. "In the light of a long and productive career such as that of Professor Winslow the nine years I have referred to is not a long time. Perhaps it seems longer than it was, given the special peculiarities of those nine years. These administrations that had no viable social or economic policies and the programs that meant most to us labored under the direction of a succession of do-nothings, enemies of the activities they were directing. Today, of course, as we continue to press for a total program, we are under obligation to respond to certain interim or transitional proposals for reform of the current system. "We have testified in support of the Carter Administration's hospital cost containment proposal, H.R. 6575, within the framework of our belief that it is at best a modest proposal, no more than an appropriate beginning. We who advocate and have advocated complete reform of the current health care system are bound to recognize that fact. Certainly hospital costs, which constitute over 40 "It is hard to accept that these apparently unwarranted increases are due to excessive costs in providing patient care. On the contrary the voluminous testimony before Senator Moss' Senate Subcommittee on the Aging and a number of in-depth state investigations, particularly in New York State, demonstrated that much of the care was substandard, callous and shocking. And many of the expenditures charged to public programs were for the personal profit and aggrandizement of the operators and had no relevance to patient care.
"Another basic problem is that, even in a limited period of time, restricting a cost containment program to hospitals will force up other system costs, such as physician fees and hospital outpatient charges. We are, naturally, concerned if temporary constraints on hospital costs are secured at the expense of increased cost escalation in out-of-pocket expenditures by consumers.
"One important and positive proposal of the bill is that limiting hospital capital expenditures. The Institute of Medicine of the National Academy of Sciences has told us that 'There are significant surpluses of short-term hospital beds and that they are contributing significantly to rising hospital care costs' [29] . It is time we had an effective national program limiting excess beds, and this is a good start. A standard of 4 beds per thousand population is probably a generous one. The allocation of beds based strictly on population probably needs to be tuned more finely so that areas of special need are able to get a greater proportion of the closed-end budget of new capital expenditures.
"But we believe that this section of the proposed legislation does not go far enough in dealing with the problem of existing excess beds which may be staffed or partially staffed although lying empty, or which may be occupied by patients who could be taken care of equally well in less intensive facilities or at home. Therefore, provisions should be added for local health systems agencies and state planning agencies to designate specific beds as "excess" and to mandate proportionate reductions in hospital reimbursement by all payers to those hospitals designated as having excess beds.
"That the present escalation of hospital costs makes no sense is well illustrated by the situation we face in Michigan. We are being asked to accept an average Blue Cross-Blue Shield premium increase of 12.4%. The current premium for a Chrysler worker with a family is already $147.05 per month, plus some $20 a month for dental coverage. This proposed increase comes at the same time that we are told that Blues' subscribers in Michigan are using fewer hospital days per 1,000 than in the previous year. Hospital bed occupancy is down from the previous year. Average medicalsurgical length of stay is also decreasing. Our members cannot understand how when fewer hospital services are being provided and fewer days of care are being used, costs continue to rise, apparently without regard to these factors. "Nine years ago our many concerns about health problems crystallized. The UAW leadership recognized that our ability at the collective bargaining table to improve benefits, quality and access to decent health care was being more and more circumscribed. We recognized that costs were on the verge of getting completely out of hand. The problems as we understood them were in the health care system and in the society. We decided then the time had come to organize a broad national coalition, which became the Committee for National Health Insurance, and which has been working to develop a program containing the essential principles necessary for reform of services and refinancing of costs.
"We call it the Health Security program and it has been introduced in every Congress since the 91st. We intend to do our utmost to help the members of the 95th Congress enact a national health insurance bill based on principles contained in the Health Security program.
"There is no doubt that a great problem in our educational efforts has been the myth created by former President Nixon and carried on by former President Ford that we can't afford national health insurance-that it costs too much. When you consider the fact that in fiscal year 1976, we Americans spent an average of $638 for every man, woman and child for health care, you can understand that we are already over-spending without any national health insurance.
"As a nation, we spent $139 billion in fiscal year 1976 for health services without any national health insurance program. This is more than the total for national defense and it is rising much faster than defense costs, even with the B-1 bomber included. According to the Congressional Budget Office, by fiscal 1981 Congress will have to appropriate $13 billion more for Medicare and Medicaid alone than was appropriated in fiscal 1976. This is with no national health plan.
"We spend more of our Gross National Product for health than any European country, and they all have national health programs.
"So I am sure it was perfectly clear to Mr. Nixon that he had chosen the right audience when he appeared before the American Medical Association and criticized the Health Security bill as being too costly. He knew and Mr. Ford knew that the national health insurance costs they referred to were federal costs representing transfers from private premiums, state and local taxes and direct patient payments, and were not new costs.
"Under the Nixon and Ford Administrations, national health expenditures doubled from $69 billion in fiscal year 1969 to $139 billion in fiscal year 1976, while we tinkered with the costly and defective system but declined to institute meaningful controls and reforms.
"It is possible to go on and to cite numbers and assumptions and counterassumptions. One assumption is, however, generally accepted. Health services will continue to absorb an increasing share of our nation's resources until such time as we have a national health insurance program which deals concurrently with reform of services and refinancing of costs.
"We believe the problem this nation faces in reforming our health care system is fairly simple. It is a problem of values, of priorities, not one of resources. We are the richest nation in the world. We spend more on personal health services than probably any other country. We have richly talented medical and scientific professionals who have won more Nobel Prizes in medicine than any other nation. We have a splendid set of health care institutions; and in the face of this we continue to have a sick health care system. "We believe that it is simply inconceivable that a nation with the assets just described is not able to provide access to full health services to all its citizens. When 61 other nations find it possible, no rational person can maintain it is beyond our grasp.
"There are two basic approaches in the national health insurance bills now before the Congress. The first is contained in the AMA's bill and others like it. It asks the Congress to pass a law requiring employers to offer private health insurance plans to employees. In this respect, at least, the AMA has risen above principle and departed from its long-standing insistence on voluntarism. In other respects, the AMA remains consistent. There are no cost controls in the program, no quality safeguards, no incentives for reforms of the health care delivery system. And for the poor and nearpoor, there are degrading and costly means tests based on sharing of premium costs according to tax liability. As a matter of fact, there are 91 different pigeonholes that poor individuals or families might fit into to decide how much of the health insurance premiums they must pay and how much the Federal Treasury will pay.
"The other basic approach to national health insurance involves a tax-financed program with budgeting of health expenditures. The fact that most hospital bills are now paid on a cost-plus basis has generated a blank check environment for the financing of hospital care. The fact that most physicians negotiate only with themselves what their fees should be and how often their services should be utilized by their patients makes the medical marketplace even more advantageous for suppliers than the oil or coffee producers.
"Under the Health Security bill's budgeting procedures, hospitals and doctors would both be paid negotiated amounts based on annual budgets determined in advance. Participating providers would be required to accept payment from the program as payment in full; they could not charge patients additional amounts. Physicians would be entitled to reasonable fees or other methods of payment; but the amounts would be negotiated by the insurance program personnel on the local level and the representatives of the physicians. Hospitals would present prospective budgets relating both to their own internal and external services, and to other hospitals in the same area so that duplication of expensive and under-utilized services would be controlled. Needed but presently unavailable services, such as hospitalbased home care, could be rapidly developed.
"The Health Security bill would be financed by a combination of payroll and general revenue taxes. The Medicare tax would be shifted into this program since everyone, including the elderly, would be covered. Employers would pay three-andone-half percent of payroll. This is well within the percentage of payroll which large employers are now paying for comparable coverage under private group plans, and even small employers' contributions are approaching this figure. The self-employed would pay 2.5 percent up to $24,000 income-or a maximum of about $600 for comprehensive coverage. The individual and payroll taxes would be matched by federal general revenues.
"Because the Health Security bill has provisions for system reform, because it eliminates the duplication of advertising, selling and administration and profits from hundreds of competing insurance companies, because it has budgeting and strict cost control, there is every indication that it could actually conserve billions of dollars within a few years and certainly reduce sharply the runaway inflation that is so plaguing the health care system. "Under a Health Security bill, we would substitute new and earmarked taxes for what people are now spending, and the country should save money. At the same time, access to quality care for all would be provided in a way consistent with the selfrespect and dignity of the individual.
"During his campaign, President Carter made an exception for national health insurance in his pledge not to increase total federal expenditures as a percentage of gross national product. He said that he might be willing to add one or two percent of the GNP to federal spending to pay for a national health insurance program. That could mean some $18-$36 billion at the outset of a program that began in 1980, for example.
"We now have high hopes that we are beginning to see the light at the end of the tunnel. In addressing the UAW Convention on May 16th, President Carter indicated that he understands the problems in health care and said, ' We must move immediately to start bringing health care costs under control.' And he also stated the Administration is aiming to submit legislative proposals for national health insurance 'early next year.' We believe that the proper kind of program for America can be based on the principles enunciated by the President in April 1976 in an address to the Student National Medical Association. The major points President Carter made in 1976 included the following principles:
1. Coverage must be universal and mandatory. Every citizen must be entitled to the same level of comprehensive benefits.
2. Barriers to early and preventive care must be reduced in order to lower the need for hospitalization.
3. Benefits should be insured by a combination of resources: employer and employee shared payroll taxes and general tax revenues. 4 . Uniform standards and levels of quality and payment must be approved for the nation as part of rational health planning. 5 . Strong and clear cost and quality controls must be built into the program. 6. Rates for institutional care and physicians' charges must be set in advance.
7. Consumer representation in the development and administration of the health program should be assured.
8. Incentives for reorganization of delivery must be an essential part of the payment mechanism.
9. National priorities of need and feasibility should determine the stages of the system's implementation. "Those are certainly principles with which, and within which, we can work together to bring to reality an idea whose time has surely come.
"I quoted Professor Winslow earlier about the usefulness of cooperative analysis and the superiority of programs that were prepared in that fashion over those emanating from an ivory tower. National health insurance is no ivory tower idea. Our program has been hammered out in the cooperative fashion that Professor Winslow advocated and has been tested, again and again, in public discussion. We do not fear such discussion, indeed we have pressed for it at every opportunity.
" "Bluetown is characterized by evidence of human, physical, and economic development. Business, labor, government, and community leaders work cooperatively, planning and change is humanistic, and public schools are as good as if not better than in the suburbs. I also see our cities as innovative and exciting laboratories, where new ideas and programs are readily demonstrated. I also see old buildings and neighborhoods preserved, rehabilitated, and diversified; clean streets; efficient and economic rapid and surface transportation; abundant investment opportunities for private capital unencumbered by bureaucratic red tape; programs for job training, placement, and counseling; our youth employed; and the fiscal health of our town secure and prospects bright. Discrimination and problems related to race have not been yet eliminated, but race is not a problem to be solved by minorities alone because whites in Bluetown comprise 45% of the city's population. A final vision is that the state and federal governments, recognizing that Bluetown is a regional center for commerce, the arts, communications, entertainment, and education, contribute monies for the upkeep of these important and enriching regional services. I am an optimist. But I also envision another city emerging.
"Redtown has a population that is overwhelmingly poor. Its citizens are mostly the elderly and the young. They are poorly educated, largely untrained, and require a substantial level of public care. Because housing is old and substandard, the incidence of fires and displacement is high; because many are unemployed, crime is omnipresent; and because welfare and health costs are excessive the rates of treatable illnesses and chronic disorders is also high. In Redtown human and corporate flight is significant, property abandonment substantial, the pathology of race and poverty extensive, government leadership narrow-minded and short-sighted, business timid and defensive, and those with clout and leadership skills corrupt. The economic health of Redtown is grim: Taxes are high, services are poor, and the financial future appears unsalvageable. "How paradoxical that we are moving quietly and simultaneously toward both models. In some of our cities there is rebirth, revitalization, and renewal. In others there is no hope at all. Hope seems to be dependent upon our understanding of history, how well we address the problems of race, and money. In recent months, I have watched with interest several notable analysts and planners jump aboard President Carter's bandwagon for fiscal conservatism. Some have said that we must limit federal spending in order to improve the economy. According to these analysts, the 'give-away' programs to the cities must be limited. Indeed, cities should no longer depend upon Washington at all; rather, they must 'clean up their own act. ' "Of course, the analysts should be saying just the opposite. At no time has intergovernmental cooperation and planning been more necessary. Those of us at the street level, who occupy city halls, must work cooperatively with Washington to solve certain crucial issues. For example, we must learn how to deal with the fact that the budgets of our cities will become smaller. There will be less money and fewer jobs in our future cities. And our task will be to make such cities better managed, more responsive, and liveable with less money available to do the job. We can reduce services and costs to the bare minimum, but in so doing, I submit that we will have arrived in Redtown.
"We must also learn how to enhance the special character of each city and make them more livable, attractive, and suitable for social and economic development. To achieve this goal, we must assure that our cities are competitive with the suburbsthat schools, housing, and services are equal to or surpassing those that exist in the surrounding environs.
"A final need is for us to plan comprehensively. Changing demographic patterns, fluctuating job opportunities, reduced budgets, continued demands for services-all will have a profound effect on our urban environment. We must become more efficient, cost-effective, and better managed, but the rub is that we cannot do it alone. We need to effect a trilateral, cooperative relationship with labor, business, and local government. But the federal government must play the most significant role.
"To arrive in Bluetown rather than Redtown, our national government, without hesitation or equivocation, must confront and resolve the national crisis of unemployment and develop rational and equally humane policies respecting energy, health, transportation, housing, and welfare. We need the money, but we also need the direction and leadership to achieve goals that can only be forthcoming from Washington.
"Five years from now, ten years from now, our cities may become national nightmares. They may also become centers of social and economic rejuvenation. I do not know which will be our fate any more than Professor Winslow did. But I do know that we must individually and collectively call upon his vision, enthusiasm, dedication, and concern for the human condition in order to develop a national commitment that will make our cities places that encourage rather than destroy humanity." [35] . In this document, he emphasized that after the war there would be urgent and immediate need for: (1) feeding the hungry, (2) caring for the sick, (3) controlling epidemic disease, (4) providing the essentials of community sanitation, and (5) protecting the health of mothers and children. He maintained that the only way to avoid postwar catastrophe from lack of services to meet these needs was to 'develop an international world order which can effectively apply the results of modern medical science' not only to the immediate postwar problems but also to the longer run health concerns of the international community of nations. "A quick look at his bibliography reveals the broad range of his interests, from mental health, physiology, nursing, health education, bacteriology, to industry or health insurance. In this rich flow of ideas, theories, demonstrations, and scientific knowledge, we find recurring trends that give some insight into the progression of Dr. Winslow's thinking and work.
"Today, I would like to dwell on two specific themes in Professor Winslow's writings, which highlight his scientific approach to public health and his repeated plea for international solidarity.
"Allow me first to draw your attention to a very important book that Dr. Winslow wrote at age 54, and which was published in 1931. I refer to Health on the Farm and in the Village [36] . This book is not a well-known opus and has too often been overlooked by the scientific community. Hardly any reference to it is encountered in bibliographies on the subject and seldom is it mentioned in award and memorial events. This omission may be attributed to the attention calling urban and industrial probleffis of the time. Yet that brilliantly written book from such a mature and sophisticated scientific researcher represents a landmark in the history of public health. " The second and most important measure will be the development in the countries of Latin America and the Caribbean of an 'appropriate technology' to meet the real needs of the majority of the population and the real needs of the health services. Special attention will be given to those techniques that may help bridge the gap between informal community health care mechanisms and those of the formal network of health services. As is often the case, it will be necessary, as a first step, to utilize intermediary technology, particularly in administration and planning, to identify priorities and steer research towards the areas where the new technology is most needed.
"In cooperation with the countries, PAHO is presently studying means for developing appropriate technology and the criteria it should follow. The desired technology should be low cost and utilize local materials and labor; it should be compatible with the cultural characteristics of the population, be fully understandable by the operators, and, if possible, by the users as well. It should be replicable in as many locations and situations as required by the coverage of health services.
"In summary, what we intend to develop is an autochthonous solution that will contribute to the self confidence and self reliance of the populations. To illustrate this last point, we used to favor in the past, in rural areas, the filtration of water through Berkefeld filters. However, these filters had to be imported, purchased and carefully maintained. We are now promoting successfully an alternative method which uses local sand and charcoal filters installed in pottery jars. The imported filters were certainly safer, when used, but they kept villages dependent on an external commodity, whereas the pottery jar filters, though more cumbersome, may be reproduced locally at no cost and contribute to the self reliance of the community.
"In concluding, I would like to share with you my views on the role to be played by PAHO, academic institutions and other international organizations in the promotion of technical cooperation as opposed to technical assistance.
"In developing appropriate technology, PAHO and WHO cooperate with the countries in changing the traditional patterns of international exchanges. The Organization is progressively phasing out the mechanisms of technical assistance, through which very often advanced technology was indiscriminately applied in the countries.
"In contrast to this attitude, PAHO is moving towards mechanisms of technical cooperation by which the countries can exchange their experiences and mutually assist each other. Some results have already been obtained, particularly in the fields of elementary care, basic pharmacopoeia, and training of auxiliary personnel.
"What is needed now is the development of methodology rather than technology. Once the methodology is mastered, the technology will be produced. We realize that the development of universally valid methodologies is a far more difficult intellectual and scientific enterprise than the mere exporting of technology. It is, however, an enterprise without national boundaries and which has no vested interests to limit international cooperation. The role of the international scientific community, as I see it, is to recognize this area of research and devote some of its researchers' knowledge, time and resources to the more basic needs of rural and marginal communities. "In the last few years we have come to realize that the most elementary health problems of the most deprived populations called for the simplest health services activities. This made it all the more difficult to reach an adequate solution. We believe it is time to apply our most penetrating analysis to the problems that weigh most on our populations. Thus we would follow the example of Professor Winslow, who, at the peak of his career, put his talent and time at the service of the health of his homeland's farmers." 'There he sat, our chairman over the years, nudging progress in public health. His respect for the realities of finance, politics, legislation, and contemporary public opinion restrained with reluctance his basic and enduring confidence in the limitless will for an ever-advancing human welfare which was his determination and purpose in life. His every attitude and response, his vivid concern as a professional practitioner of human biology set the tone of argument, project, and program' [39] . And Winslow himself wrote this:
'Since the days of John Simon [40] , the public health movement has had a history of approximately one century. I have fought in the ranks of the health army for nearly half of those hundred years. You and I have determined that men should not sicken and die from polluted water, from malaria-breeding swamps, from epidemics of diphtheria, from tuberculosis. Those battles have been, in large measure, won. We must now determine that men shall not be physically and emotionally crippled by malnutrition, by lack of medical care, by social insecurity. If there are better ways than public housing, and sickness insurance, and social security let us find them. If not, let us move forward.... I urge those who do not agree with me to mend their ways; and those who do agree with me to go forward with hope and courage' [41] . "Ladies and Gentlemen, thank you for helping us to commemorate C.-E.A. Winslow Day." A reception and dinner followed, during which George A. Silver presented a spirited and poignant toast, responded to eloquently and graciously by Miss Anne Winslow, daughter of Professor and Mrs. Winslow, and at which the Dean of the School of Nursing, Donna Diers, read a telegram in tribute to Dr. Winslow.
